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This was the 2014 ISDH Annual Compliance

Survey based on the Retail Food Establishment

Sanitation Requirements at 410 IAC 7-24.

Facility Number: 005934

Survey Dates: 6/4/2014

Surveyors:  Albert Daeger, CFM, SFPIO

Medical Surveyor
Quality Review: Joyce Elder, MSN, BSN, RN
June 5, 2014

Center for Hospice and Palliative Care was in

compliance with 410 IAC 7-24 during their routine

kitchen sanitation inspection.
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